MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH | =63-009952

STATE FILE NUMBER
DO NOT WRITE AMENDED %#ﬁmq Regiatration District No. __!:5____4 dJ -——Reglatrar’s No. _;5 \b Q

ON THIS STUB :
: 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decemsad lived, If instifufion; Reaidence Gefore

a, COUNTY St . Louis .8, STATE NIO . b. ‘COUNWg : ! o !- s admission)

b. C(I)T;f (If outside corporate limits, give TOWNSHIP only} Length of stey in 1b c. CITY - ] Inside Limits

OR . - .
y (3] NOE h I, glve } ) : ] (};al-.vis d. e St Lo%fis ide, give | Y] l:::d N: =
c. FULL NAME OF (| In O%ill IC ve Eaﬂon nti imits cutside, give location| ide on Farm

HOSPITAL OR 30 vefhy nog || ADDRESS 1340 Belt Ave. Yes O No K

. INSTITUTION
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print} OF - .

Jamas Tucker DEATH 1 30 6;
5. SEX 6. COLOR OR RACE 7. Marrisd G  Never Married [J |8. DATE OF BIRTH | ¥ AGE (last birthday) [IF UNDER 1 YEAR | I UNDER 24 HR
h N . Montha | Days Hours Min.

V8 300
Rev. 4/59

N

N
LT 8
N
DATE AMENDED

M Widowed Divorced [

N - -

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Cm&éw country) | 12. CITIZEN OF WHAT COUNTRY

- during most of working life, sven if retired)

[+ ] [3.] EY w N
~ )

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME A" il ] 14. NAME OF HUSBAND‘UU!"‘#_E
Bdward Tucker Jogie Elridge idethal Tuciker

"T15. WAS DECEASED EVER IN U.S. ARMED FORCER2 | ¥ NO. |17. INFORMANT . Addreas
+ [Yas, ne, or unl:nwm} '(lf yes, give war or dates d 9

e Rober gpi nh| Mo .
T8. CAUSE OF DEATH (Enter only one cau: Lo t KOCh Ho t‘al-’_Kc INTERVAL BETWEEN

PART {. DEATH WAS CAUSED BY. ONSET AND DEATH
IMMEDIATE CAUSE (n) B ¥oen 0£l agem < ca"‘—'—"“""""‘- ﬁT "C L -

7

L I ]

DOCUMENT

whith geve rize to
sbove casuse [a),
stating the under- ) . LN - . .
lying cause last. DUE TO () 1

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nc' related to the terminal PART Ilil. It; deceased was  female wa

. disesse gondition gim in PART | ( ) ere a pregrancy in lest 90 days.
‘_‘ , rg(’c . », :7_:“62‘rﬂ q’ﬂ éf 4 ,._1 l-iﬂ‘fﬂ I.I:lNu.I O Unknown
19. WAS AUTOPSY Zﬂ_l; ACCIDENT  SUICIDE HOMICIDE 20h. DESCRIBE HOW INJURY OCCURRED. (Enter #JI’B of injury in PART I_ot PART |l of item 18.}
YE&F NOD?D AR = A = = .
20c. TIME OF  Hour  Month, Day, Year

INJURY  _ a.m. ;
- P -

20d. INJURY OCCURRED 20e. PLACE OF INJURY- (e g, in ar about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

-WHILE AT WORK [J farm, factory, street, office bidg., otc.)
NOT WHILE AT WORK O

Conditions, if any,] DUE TO (b)
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MED!CAL CERTIFICATION

F=9=6 s 1=26=53 — 0=
21, 1-ettended. the decessed from_._l.é_o.g‘_—-a LmsT=ws and last saw ::_:.ﬁvg on. L=£7 5}
' ' . *

Death occurred at. m on the date stated sbove, and to the best of my knowledge, from the causes stated..

”“‘"3""”“ , \%W""’ﬂ,,‘_] oBEFt Koch Hospital |22°°M”§"£°

23a. BURIAL, CREMATEON, 23b. DATE | 23c. NAME OF CEMETEI!Y OR CREMATORY | 23d. LOCATION (City, town, or county) {State}
REMOYAL i

2-5-63., shington Patk Cem.- Berkedey, Mo.
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y L L REG. . REGISIRAR'S SIGNATURE 3
A.L. Beal Und.Co.-%303 Delmar | 2—~/—¢.3 W%%ﬁ

s Ste t on Reverse Side)

‘.

USE BLACK INK
OR
TYPEWRITER RIBBON

~ SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

! hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

v
-

or by . ‘ ' i - Student Embalmer No_.' s

working under my personal supervision.

Studel:'n

Signatyre of Student Embalmer

E - . . N Licensed Embalmer No L‘f( 02 2 /

[ SO

S e e L ' P. O. Address .2/ 00 Lol

" ¥

Note: The above MUST BE SIGNED BY THE I.ICENSED EMBAI.MER in his- OWN HANDWRITING (Fallure to comply
*"with the ebove" constitutes grounds.for. revacation..of license). A PR o P S

If embaimed by a STUDENT, he also shall sign in his OWN handwrmng S PR R 1Y

If this body is not embaimed, fact should be so stated above. vk - ‘

-, LI - - Al - I - .




